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Alntroduction to IMPACT and Key Terms
AApplication Process

AStarting an Application

AThe Business Process Wizard (BPW)
ACompleting the Application using the BPW
AReviewing Submitted Application
AResources

AQuestions & Answers
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Management Information System (MMIS) with a Wedsed system that
meets federal requirements, is more convenient for providers and
increases efficiency by automating and expediting state agency processes.

A Key Terms:

i Billing Agent: Submits Medicaid HIPAA compliant Transactions or
exchanges EPHI with Medicaid providers or other authorized parties.
Also known as Clearing House, Software Vendor or \isdded
Network (VAN).

I New Enrollment: A billing agent who needs to enroll in the IMPACT
system.

i A Billing Agent must be enrolled in IMPACT for a provider to associate with that
Billing Agent.
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IMPACT

Manage your account

D Request Application Access Update Profile

[~ Change Password

Access your applications

AAfter you have completed the single sign, click onMPACT

Provider Enroliment A

Mew Enrollment Enroll As A Mew Provider

Track Application Track Existing Provider Application

A Regarding completing an application, there are two options:
New Enroliment or Resuming an application.
A If starting a new application go to slide 7 for st@pstep instructions.

A If resuming an application previously started go to slide 6 for-biegtep
instructions. 5
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= Provider Enroliment -

New Enrollment Enroll As A New Provider

Track Existing Provider Application

A To access a previously started application, clickreck Application
A The application ID was sent to the email in the single-sigaccount.

0 ciose. QLS

Track Existing Application

Please provide the Application 1D to track your application.

—

Application 1D: e

A Enter theApplication |IDthen, clickSubmit
A You will be taken directly to the Business Process Wizard.
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##  Provider Enroliment »
Mew Enrollment Enroll A5 A Mew Provider
Track Application Track Existing Provider Application

A To begin a new application, click biew Enrollment

A Use the radio buttons to select your enrollment type (Billing Agent), then
click onSubmitin the lower left corner.

Enroliment Type b
Select the Applicable Enrollment Type
) Individual! Sole Proprietor
) Regular Individual! Sole Proprietor or Rendering/ Servicing Provider
() EHR-MIPP Only Provider {Choose this option to participate only in EHR-MIPP.)
() Managed Care Network Provider Only
1 Managed Care Network Provider and EHR
() Group Practice {Corporation, Partnership, LLC, etc.)
@) Billing Agent
) Facility/Agency/Organization (FAD-Hospital, Nursing Facility, Various Enfities)
_y ContractorfMCO
()1 Atypical (non-medical) provider [Choose this option if you do not have a NPI)
() Individual {Driver, Home Help/Personal Care, Carpenter, etc.)
() Agency {Child Care Institution, Home Help/Personal Care Agency, Transportation Company, Local Education Agency stc.)
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Please complete all fields. At a minimum, all fields with an * are required.

ii  Basic Information

m Support Contact

Middle Initial:

Contact Email Address:

Last Name: | Douglas *
Email-1: | M.Douglas@biling.com | * Email-2- N

Email-4:

Phone Number:
MNumiby Email-3:
w
Email-3: Email-6:
i Technical Contact g
irst N Middle Initial:
£t Nam 5 Contact Email Address:
Phone Number: | (217) 885-1212 E; Email-1: | M.Douglas@biling.com | * Email-2: ~
Number: | Email Email-4:
W
Email-3: Email-6:
m Billing Agent Address Details -~
End Date: ]
If a department or drawer number is required enter the information in line TWO.
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111)
If an attention line is required, please enter the information in Line THREE. {For example: ATTN: Billing Dept.)
Address Line 1: | 507 E Madison Streat Address Line 2:
{Enter Street Address or PO Box Only)
City/Town: |OTHER [ *

Address Line 3:

A 1tis necessary to enter a Support Contact and a Technical Contact.
A If the Technical Contact is the same as the Support Contact, check the box

next toSame as Support Contact
A Use the scroll bar to move down the screen.
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Please complete all fields. At a minimum, all fields with an * are required.

Il Billing Agent Addrezs Details ~

End Date: [

If a department or drawer number is required enter the information in line TWO,
(For example: DEPT 222 or DEPARTMENT 222, DRAWR 1111 or DRAWER 1111)
If an attention line is required, please enter the information in Line THREE. {For example: ATTN: Billing Dept.)

Address Line 4: | 807 E Madison Street * Address Line -
(Enter Sireet Address or PO Bax Only)
Address Line 3: CitylTown: |CTHER ﬂ *
Springfield
StatefProvince: | OTHER ﬂ ¥ County: |CTHER ﬂ
Ilingis Sagamon
Country: |UNTEDSTATES  |v]|* ZipCode: 62701 |* -
Entify Fax Number: Entity Phone Number: | (217) 893-1212 -
Entity Email Address: | lingagency@agency.com | * )
U
[ Access - License : Database- C:\Share\License.accdb | = of Fiish || lyance '
T —

A LeaveEnd dateblank.

A ClickvalidateAddressafter the street address and zip code have been entered.

A If the address is not validated, check to verify it is correct and update any
iIncorrect information.

A When the address has been validated, clickish
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A If the following error message is received after entering the required basic
information, your EIN/TIN or SSN has not been certified by the lllinois Comptroller.

A Upon receipt of this error message submit yoampletedW9 to
IMPACT.HELP@illinois.gov

VM_PRV_300003: The system cannot confirm your Employer ID Number/Tax ID Number (EIN/TIN) or the information
associated with your reported number. The state requires all providers to certify their social security or EIN/TIN numbers
using the W-9 [Request for Taxpayer Identification Number and Certification] form prior to enroliment. Please contact

IMPACT.Help@illinois.gov or call 1-877-782-5565 for further assistance.

i= Details Copy To Clipboard

10
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Application ID; 20201028004482 Mame:; Billing Agsncy

Basic Information A

You have gsuccezsfully completed the basic information on the
Enroliment Application.

@nmtinn IDis: zuzmnzsmmD

Pleasze make note of this Application 1D. This is the number you
will be required

to use to track the status of your enrollment application.
Without this number,

you will not be able to access your application and your
information will be deleted.

Please make sure to complete your application and submit it
for State Review within 30
calendar days OR your application will be deleted.

@

To I I

Application ID: systematically generated.

Name: should reflect name from Basic Information.
The system will generate an application ID after the
successful completion of the Basic Information scree

the application number is a idigit number that has
the following components:

I The system date in yyyymmdd format

I A 6digit system generated random number

i Example: 20201029004492
Application IDs are valid for 30 calendar days;
applications must be completed and submitted to the

state for review during this 3@ay period or the
application will be DELETED.

The application ID will be used to access the applica
before submission to the state for review and will be
used to track the status of your submitted application
until itis marked approved.

ClickOKto continue with your application
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Application 10: 20201020004482

Enroll Billing Agent -

Hame: Biling Agency

Busginess Process Wizard - Provider Enrollment {Billing Agent). Click on the Step # under the Step Column.

stap Gulmd start Dats End Data step Aemark
Step 1: Provider Basic Infarmatsian Beuined 102952020 100292020 Cois

Step 2 Add Mode of Claim SubmissionED| Exchange Feguirad Incsampleabe
Step 3: Add Provider Contralling InferestCrwnarship Detads Reguired Insamplebe
Step 4: Complete Ennalimand Checkist Feguirad |nsampheaba
Step & Submit Enrollment Application far Approval Reguired Incamplabe
View Page: | 1 ® [ (g SaveTaXLE Viewing Page: 1 « < » o

A Required:Steps listed a®ptionalmay change téRequirecbased upon previous
steps.

A Dates Entered by the systeriart Date is the date each step is opened, thed
Dateis the date eaclstepis completed.

A Status When a step is completed ti&atuswill be updated tcComplete
I yagSNAYy3I a2YS OKSOlftAal ljdzSaagAazya Yl @&
Incomplete

A Step RemarkRemarksare systematically generated throughout the enrollment
process.

12
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A Once you have documented your Application ID, you have completed
Step 1:Provider Basic InformatiorThe system will place the current date
in the End Datdield and will plac&ompletean the correspondintatus
field.

A Step Imust be completed before attempting any of the later steps.

A Click on Step 22dd Mode of Claim Submission/EDI Exchatmeontinue
completing your application.

Application ID: 20201028004482 Name: Billing Apency

i#i  Enroll Billing Agent A
Business Process Wizard - Provider Enrollment (Billing Agent). Click on the Step # under the Step Column.

tap Requirad Start Date End Date Status Step Remark

Step 1: Provider Basic Infarmatian < Requirad 102972020 1292020 Complate ==

Step 2 Add Mode of Claim SubmissionED| Exchange —— Requirad It plhate

Step 3: Add Provider Controling InfersstCwnarship Detais Reuired Incsmplata

Step 4: Complate Enralimean Chaddizt Reguired Incampilata

Step 5 Submit Ennollment Application far Approval Required Incamplata

View Page: | 1 0] k (] SaveToXLE Viewing Page: 1 ] { H b

13
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A New Enrollment will need to complete the necessary external application at

http://www.myhfs.illinois.gov/ In the future paper claims will not be an option for claims
submission.

Application ID: 20201028004492 Mame: Billing Agency

Mode of Claims Submission/EDI exchange ~

Please select the submission methods from EIM Exchange andfor Other Claims Submission as applicable.

EDI exchange -~
Method Description |Applicable Transactions
FlErectronic Bateh To uploadidownlozd HIPAA transactions from screens B3TP- Professional (FFS), 8371 -Institutional(FFS), 8370 -Oental(FFS), 2700271 -Eligibility, Inquing/Responss, 278/277-Clsim Status
{Maximum file upload size is S0MB) Inquire/Responss
To upleaddownload HIPAA transaciions using CORE o . : . . .
MICORE Batch 27271 -Eligibility Inquing'Rlesponse, 27327 7-Claim Status Inquire/Response, 835 Health Care Claim PaymentiAdvice

Batch Connectivity

[cORE Real T To upleadidownload HIPAA fransactions using CORE Real e S S T e e Tl T
zal Time Time Gonnectiity TOVZT1 -Eligibility Inguiry pons=, 27827 T-Claim s Inquire/Response

237P- Professional (FFS/Encounter), 837| -Institutional{FF5/Encounter), 3370 -DentsfFFS/Encounter), 2707271 -Eligibility Inquirg/Response,
2TE2TT-Claim Status Inquire/Riesponse, 2782TE- Prior Authorization Rleguest’Response, 835 Healthcare Claim payment Advice MCPDF Post
iAdjudication

Diata Exchanpgs To submitireceive HIFAA Transscfions via Data Exchange
(Gateway (DEG) Gateway (DEG) using SFTP/SSLFTP/HTTPS

Cancel

A Select any of the four options to indicate how you wish to process claims.
A Atfter claim submission types have been selected €li€k

14


http://www.myhfs.illinois.gov/

EW) . MIPACT

A You have completed Step2dd Mode of Claim Submission/EDI Exchange
The system will place the current date in thed Datdield and will place
Completean the correspondintatusfield.

A Click on Step 3dd Provider Controlling Interest/Ownership Detaits
continue your application.

Application I0: 2201028004482 Name: Billing Agency

4 Enroll Billing Agent A
Business Process Wizard - Provider Enrollment (Billing Agent). Click on the Step # under the Step Column,

Step Required Sfart Dt End Date Status Step Remark

Shep 1: Provider Basic Infarmasian Resquined e ST Camplaa

Step 2: Add Made of Claim Submission/ED| Exchanga Gimd 24202 107282020 CumuD

Step 3: Add Provider Controling InterestiDwnarship Defads < Required | eampele

Shep 4: Complata Enrallmant Chackist Requined I el

Shep & Submit Enralment Application far Appraval Resquined | sl

View Page: |1 O SaToNLE Vieswing Page: 1 i Crov | ) »
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Application ID: 202010286004402

© hations = ..,.. C——

Name: Biling Agency

anual A
Import Cwmer

FROVIDEF Ovwners Relstionships ROL DISCLOSURES

. 5 . § . . . ., " Vindividuals fe — - _ )
Provider B Ownars Adverss Acfion fing home address, date of birth, and Social Security Mumber, is required from p :and other disclosed in {2.g.. owners, managing employses, agents, etc.).

REQUIREL wavwaure inrunmATION

Provider (including fiscal sgents and manaped care entities) are required to disclose the following information on ownership and control during enrcliment, revalidation and within 35 days after any change in ownership:
= The name and address of any person (individual or corporation) with ownership or control interest. The address for corporate entifies must include. as applicable, primary business address, every business location and P.O. Box address.
= Diate of birth and Sacial Security Mumber (in the case of an individual).

= Other Tax Identification Mumber, in the case of corporation, with an owmership or control interest or of any subcontractor in which the disclosing entity has a five percant or more interest.
= Whether the person (individual or corporation) with an

hip or confrol interest is related fo another person with cwnership or confrol interest as a spouse, parent. child or siblng: or whether the person (individual or corporation) with an ewnership or contrad interest of any subcontractor in which the disclosing entity has a
five percent ar more interest is related to another person with ownership or control interast as a spouse, parent, child or sibling.

= The name of any other fiscal agent or manage care entity in which an owner has an ownership or condrol interest in an entity that is reimbursable by Medicaid andlor Medicare.
= The name, address, date of birth and Social Security Number of any managing employee.

REQUIRED OWNERS

= Managing Employee is mandatory for all enroliment types.
= There must be at least one other ownership type in addition to Managing Employee. Corporate - Charitablz 501[c]3
= At least one Board of Director/Cfficars/Principal is required if one of the ownership types. below is selected:

Corporate - Charitable 501[z]3 Corparate - Not Publicly Traded Forsign, Monresident Alien
Corporate - Non Charitabls Sub-contracior Limited Liability Company
Corporate - Publicly Traded Holding Company Indirect Owner
Owners List -~
Filter By J And | |ngicator ﬂ ®ca B save Fitters | | Y My Filters™
Cwner 3 SHEINMTIN Ownar Information Ownar Typs Addregs start Date End Date Relationenip Statua Adverse Action Percaniags owned
D av AY AT AT AT AV AT AT AY

Ho Records Found |

A Ownership entries must include at least one Managing Employee and one
other Ownership type.

A Click onActionsdrop down box and sele¢tdd Owner or Import Owner.

16
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Please complete all fields. At a minimum, all fields with an * are required.

Application ID: 2020102800482 Name: Billing Agency

i Provider Controlling Interest/Ownership

Type: |Managing Empioyee > @ Percentage Owned: | 0 -
SSN: | 100001160 o — or — TN
Legal Entity Name: Entity Business Name:
As shown ncome Tax o As]
Owner NPL:
First Name: | Michael 2 Middile Initial:
astName: | Douglas
Suffix: v poB: |11151060 | @ | *
Phone Number: | (217) 2585252 * Extn: Email: | MDouglas@billing.com
Start Date: | 06/21/2011 =5 End Date: =
Please ensure you are providing the home address of this provider. Failure to do so may result in this applicationimodification being denied.
Address Type: Home Address
Address Line 1: | 350 E MAdison Street * Address Line 2-
{Enter Streat Address or PO Box Only)
nnnnnnnnnnnnn tyfTown: |OTHER |
Spring
StatelProvinge: | OTHER [+ = County: |OTHER |
amo
Couniry: | UNITED STATES (] = Zip Code: |B2701 [ - © Validate Addr o
- @ Cancel

A Either theSSNor EIN/TINmust be entered (as prompted by the system.)

A EnterPercentage Owneads a whole number.

A Enter the street address and zip code information, then aligkdate
Address

A When all details are entered, cli€k<
17
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Application ID: 2020 1020004402

MName: Biling Agency

anual ~
PROVIDER Ovmers Relationships ROL DISCLOSURES
Provider El Cwmers Adwerse Action fing home address, date of birth, and Social Security Number, is required from providers and other disclosed individuals {e.g.. owmers, managing emplayees, agents, afc.).

REQUIREL wnavcwaure imrermATION

Prowider {including fiscal sgents and managed care entifies) ar= required to disclose the following information on ownership and control during enroliment, revalidation and within 35 days after any change in ownership:
= The name and address of any person (individual or corperation)) with cwnership ar control interest. The address for corperate entities must include, as applicable, primary business address, every business location and P.O. Box address.
= Date of birth and Social Security Mumber (in the case of an individual).
= Other Tax [denfification Mumber, in the case of corporation, with an owmership or control interest or of any subcontractar in which the disclosing entity has a five percent or more interest.
= Vihether the person (individual or corporation) with an ownership or control interest is related to another person with ownership or control interest s a spouse, parent. child or sibling: or whether the person (individual or corporation) with an ewnership or controd interest of any subcontractor in which the disclosing entity has a
five percent or more interest is relsted to another person with ownership or contral interest as & spouss, parent, child or sibling.
= The name of any other fiscal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid andfor Medicare.
= The name, address, date of birth and Social Security Number of any managing employee.

REQUIRED OWNERS

= Managing Employee is mandatory for all enrollment types.
= There must be at least one other ovmership fype in addition to Managing Employes. Corporate - Charitable 501[c]3
= Afleast one Board of Director'Cfficers/Principal is required if one of the ownership types below is selected:

Corporate - Charitable 501[cj3
Corporate - Mon Charitable

Corporate - Not Publicly Traded
Sub-contractor

Foreign, Nonresident Alien
Limited Liability Company

Corporate - Publicly Traded Holding Company Indirect Owner
Owmers List -~
Fiter By ] And | |ndicator v @ca Bysave Fitters || Y My Fiiters~
Ownar SSNEINTIN Owner Information Ownar Typa Address Start Dafe End Date Relatlonship Status Adverse Actlon Percantags owned
ar av av AV AT v av AT av
D 100001180 Dauglas Michas| Managing Employes 350 E Madiean St 0E/21/2011 1243172900 Camplatad Mt Compiletad 0
i Duicte | View Page: | 1 [c]E! E (] SaveToXLS Viewing Page: 1 &« Fir € Fre t % La

A ClickActionsand selectAdd Owneror Import Ownerrepeat the previous
steps to list additional owners

18
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i Import Owner from Other Enrollment Lad
@NPI OProvider ID * Zip Code * 3 SSN/EINTIN * &3 Owner Type
Owner [includes Managing EmpD'

‘Filter By ~ ® Go [ save Filters ¥ My Filters™~
El T\:ner SSN/EIN/TIN Ci\:ner Name iv'vnerlolher Owned Entity Tv:l'!er Type ix'isting Oowner irjﬂ Date invd Date
‘ «” Import All \’OK’ ® cancel
A To import an owner from another enroliment, cliéktionsand select
Import Owner.

A Complete all fields and click @&®arch

A Select one or all providers that is available to import.

A Click onimport All then OK

A After all ownerships have been added, click Attéionsdrop drown box

and selecOwner Relationshipsr Owners Adverse Actioto complete
the relationship and adverse legal disclosure.

19
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Application ID: 20201029004402 Name: Billing Agency

pe Add Owner

anual

Import Crwmer

[ROL DISCLOSURES

fing home address, date of birth, and Social Security Mumber, is required from providers and other disclosed individuals (2.g., owners, managing employees, agents, i),

REQUIREL wiauLwsuRE INFURMATION

Frovider {including fizcal agents and managed care enfities) are required fo disclose the following information on owmership and control during enroliment, revalidation and within 35 days after any change in ownership:

= The name and address of any person (individual or corperation) with cwnership or control interest. The address for corporate entities must include, a5 apphicable, primary business address, every business location and P.0. Box address.
= Digte of birth and Social Security Number (in the case of an individual).

= Other Tax Identification Number, in the case of corporation, with an owmership or control interest or of any subcontractor in which the disclosing entity has a five percent or more interest.

= Whether the persan (individual or corporation) with an owmership or control interest is related fo another person with ownership or control inferest as a spouse, parent. child or sibling: or whether the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a
five percent or more interest is related to another persan with ownership or contral interest a5 a spouse, parent, child or sibling.

= The name of any other fizcal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid andior Medicare.

= The name, address, date of birth and Social Security Mumber of any managing emgloyes.

REQUIRED OWNERS

= Managing Employee is mandatory for all enrollment types.
= There must be at least one other ovmership type in addifion to Managing Employes. Corporate - Charitabls 501[c)3
= Atleast one Board of Director!Officers/Principal is required if one of the ownership types below is selected:

Corporate - Charitable 501[c]3 Corporate - Not Publicly Traded Foreign, Monresident Alien
Corporate - Mon Charitable Sub-contractor Limited Liability Company
Corporate - Publicly Traded Haolding Company Indirect Owner
Owners List ~
Filter By J And | |ndicator J [o]=" B save Fitbars | Y My Fiktera~
Owner 3SHEINTIN Owmar Information owmer Type Address start Dete End Dats Relationsnip statua Agverss Action Percantage owned
P P g
C]ar AY AT AY av av Av Av AT
D 100001160 Deaisgl e Mic hayel Managing Employaes 350 E Madizon St 08217201 12/31/2909 Mot Completed Mat Compilatad L]
D 100021048 Biling Agency Carparate - Man Charitable 350 E Madison St 091 52000 1213172953 Mot Completed Mat Compileted 100

Aatfter all ownerships have been added, click gtwgionsdrop drown box and select
Owner Relationships

20
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Application ID: 20201 020004492

Name: Biling Agency
ff  Add Relationship

Do any of the Owners have the following relationship (Daughter. Daughter-In Law, Father, Father-In Law, Mother, Mother-In Law, Sibling, Son, Son-In Law, Self, Spouse] 7 (Jives (ONo (Click Save to update)
Owmer List

Show Owmers | All V]| | @

w Selected Owner:Billing Agency SSMN/EINITIN: 100021048 Status:Not Completed

aaaaa . Owner SSN/EINITIN Type Ratstion to BIling Agency

Douglas Michasel DOn0 160 Managing Eme oy ﬂ

----------------- o ﬂ
View Page: | 1 @ E € SaveToXLS Viewing Page: 1

> Selected OwnerWinters, Shelly SSN/EINITIN: 100001174 Status-Mot Completed

» Selected Owner Douglas, Michael SSNEINITIN: 100001160 Status: Mot Completed

-~
B save Firera T My Filters™
it . Owmer
[+
K
<« < >

A Answer question regarding listed Owners and relationship.
A If no is selected From the first drajown list ofOwner Name choose an owner

name.

A From the second drop down list Bfelationshipschoose how the chosen owner

IS related to the listed owner.

A Repeat this step until the relationship is set for each owner.
A When completed, clickavethen Closeo return to the ownership listing.
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Application ID: 20201029004402 Name: Billing Agency
ormn =]
Pey Add Quner anual ~
Import Crwmer
PROVIDER Ovwners Relationships ROL DISCLOSURES
Provider

me address, date of birth, and Social Security Mumber, is required from providers and other disclosed individusls {2.g., owners, managing employess, agents, efc).
REQUIRE

Frovider {including fizcal agents and managed care enfities) are required fo disclose the following information on owmership and control during enroliment, revalidation and within 35 days after any change in ownership:
= The name and address of any person (individual or corporation) with cownership or control interest. The address for corporate entities must include, as applicable, primary business address, every business location and P.0. Box address.
= Digte of birth and Social Security Number (in the case of an individual).
= Other Tax Identification Number, in the case of corporation, with an owmership or control interest or of any subcontractor in which the disclosing entity has a five percent or more interest.
= Whether the persan (individual or corporation) with an owmership or control interest is related fo another person with ownership or control inferest as a spouse, parent. child or sibling: or whether the person (individual or corporation) with an ownership or control interest of any subcontractor in which the disclosing entity has a
five percent or more interest is related to another persan with ownership or contral interest a5 a spouse, parent, child or sibling.
= The name of any other fizcal agent or manage care entity in which an owner has an ownership or control interest in an entity that is reimbursable by Medicaid andior Medicare.
= The name, address, date of birth and Social Security Mumber of any managing emgloyes.

REQUIRED OWNERS

= Managing Employee is mandatory for all enrollment types.
= There must be at least one other ovmership type in addifion to Managing Employes. Corporate - Charitabls 501[c)3
= Atleast one Board of Director!Officers/Principal is required if one of the ownership types below is selected:

Corporate - Charitable 501[c]3 Corporate - Not Publicly Traded Foreign, Monresident Alien
Corporate - Mon Charitable Sub-contractor Limited Liability Company
Corporate - Publicly Traded Haolding Company Indirect Owner
Owners List ~
Filter By J And | |ndicator J [o]=" B save Fitbars | Y My Fiktera~
Owner 3SHEINTIN Owmar Information owmer Type Address start Dete End Dats Relationsnip statua Agverss Action Percantage owned
P P g
C]ar AY AT AY av av Av Av AT
D 100001160 Deaisgl e Mic hayel Managing Employaes 350 E Madizon St 08217201 12/31/2909 Mot Completed Mat Compilatad L]
D 100021048 Biling Agency Carparate - Man Charitable 350 E Madison St 091 52000 1213172953 Mot Completed Mat Compileted 100

A Atfter all relationships have been added, click gwionsdrop drown box and
selectOwners Adverse Actian
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Application ID: 20201020004 452 Mame: Billing Agency

FirNAL ADVWVERSE LEGAL ACTHONSMONWVIICTHOMNS

This section captures information on final adwerse legal actions, such as comiictions, exclusions, revocations. and suspensions. A8 applicable final adwerse actons must be reported. regandiess of whether any records wens

expunged or amy appeals are pending.

Conwvictions

1. The prowsdes. supplier. or any cwner of the prowider or Swpplcr was, within the last 10 years preceding enroliment or revalidation of emmoliment. conwicted of a Federal or State felony offense that GRS has determined 1o be
es for which the indvidual was convicted.

mentsd to the best mterests of the program and its benefciaries or recipients. Offenses include. but are mot Emited to- Felony crimes against persons and other similar o

detb
including guilty pleas and adjudicated pre-trial diversions: financial crimes, Swch as esxtortion. embezzlement, inconme tax swasion, insurancs frssd and other similar crimes for which the individual was convicted. incleding
guilty pleas and adjudicated pre—trial diversions: any felony that the Riedicaid prog o its beneficiaries at immediate risk (such as a malpractice suit that results in a conwiction of criminal neglect or miscondusct)

and sny misdemeanor or felonias that may result in 5 mendstory or permissive esclusion under State or Fadaral law
Z_Any masdemeanor conwiction, under Federal or State law, related to: {a} the deliveny of an itermn or servics under Medicsid or @ State heaith care program. or (b} the abuse or neglect of a patient in connection with the
deliveny of = health cars iterm or Servics.
S_Any masdemeanor conwiction, under Federal or State law, related to theft. fraud, embesslement. breach of fiducian: duty. or othes financial misconduct in Conmection with the delivery of a health carse item or service.
g to the interferencs with or obstruction of any investigation intc any criminal offense described in 42 C.F.R. Secticn 1001101 or 1001201

g o the unlanwful Mmanufsciure, Sistribution. prescripticon, o dispensing of & controllad substancs

+_ary felony or misdemesnor conviction, under Federal or State law. rela

S..Any felony or mEsdemesnor conviction, under Federal or Stabe Law

ns. revocations. or Suspensions

i i hesith cars by sny Stats licensing swthoriny. This includes the surrsnder of Swch & licenss whils = formal disciplinany procseding was pending befors a State licensing

1. Ay o or SU; ion of = o
Aoty

2. Ay o or su; ion of Stoteor.

EREY U nsiocn or ion frorm par : n. or any sanction mpossd by, 3 Fadersl or State health csre program. or any debarment frorm participation in s Federal Executive Branch Brocursmsant or mon—

procursment program.
+_Any current Medicaid payment suspension under sny kMe
5._Any Madscaid revocstion of sny Medicssd prowides billing member.

icaid enrollirment

FINAL ADVERSE LEGAL ACTIOHNICOMWIC TIHOMN SACTIHOMN HISTORY

Do any of the owrneers, under Sny SUrrent or formes nam-=s or business dentity, swer had & finsl adwerse l=gsl action listed abows IMEosed SpSinst them? Plesss Snswer in the "Ownears with Adverss Action’ section Selow for

=ach owener.

FINAL ADVER SE LEGAL ACTION/CONWICTION ACTION HISTORY
Do any of the owners, undear sny current or former name or business idantity, ewer had a final sdwerse legsl action listed abowe imposad sgainst them? Pleasae answer in the "Owners with Adwerse Acton” section balow for

Sach o,

Chermrers with Adverse Action

Fatter By ~1 A = A sawe Fubers W ey Finers—
s SruErATIN meaponas Comments
- - -
100001160 CiYes @O
A ey TooOzvoas Cives @iNo
AT 1T —Tes (Mo

Wi S el

Wiews Page:- | 1 Lo =t B e " E SeweToxL S Wiewing FPage:- 1 << F < s

With regards to the chosen Owner, read through the listed information and
answer the question and enter comments, if desired.

ClickOKwhen completed.

Repeat these steps for each listed Owner.
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i | Owners List

l_FiIter By [-] I Oc

Owner SSNIEINTIN ‘Owner Information
A
v AY
123456789 Doe, David
SBTR543M Doe, Sally

i Delete | View Page: [N Page Count:1 SaveToXL5S

st/Ownership

IMPACT

Type
AY

Managing Employee
IndividualSole Proprietor

Viewing Page: 1

FS
rLBSave Fiters | | T My Fiters™
Start Date End Date
AY AY
0572112015 1213112399
0572112015 1213112509

€ First | | € Prev > Next 3 Last

" st Ownership Interest in other Entities reimbursible by Medicaid and/or Medicare.

Filter By [] | oy

Other Owner EINTIN

—
Av

Other Owner Information

No Records Found!

~

rLBSave Fiters Y My Filters™

A 1t is required that ownership of 5% or more in any other Medicaid/Medicare

entity be entered.

A To enter Ownership details in another Medicaid/Medicare Entity, clickadm

Other Owned Entity
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st/Ownership

5&

JMPACT

N

Please complete all fields. At a minimum, all fields with an * are required.

#  Provider Controlling InterestfOwnership in Other Medicaid/Medicare Entities

Type: Other Medicaid/Medicare Entity

Legal Entity Hame: |

| *

{As shown on the Income Tax Return)

Phone Number: | | * Extn: |

Percentage Owned:

Entity Business Name:

Email:

End Date:

[
|

(Doing Business As)

Address Line 1z | |’"

Address Line 2:

(Enter Street Address or PO Box Only)
Address Line 3: | | City/Town:
State/Province: | OTHER E| * County
Country: |ynTED STATES [ * Zip Code:

-]

]

R

| © validate Address

(Fo)oems]
N

A After entering the street address and zip code, dliekdate Address

A Wh